I n d I a n J o u r n a l o f P a t h o l o g y a n d M I c r o b I o l o g y ¦ V o l u M e 6 2 ¦ I s s u e 3 ¦ J u l y -s e P t e M b e r 2 0 1 9 /uL) and normal coagulation profile. Contrast Enhanced Computed Tomography (CECT) was done and the findings revealed a large predominantly fat containing oval lesion with scattered calcific foci and a non-enhancing soft tissue component in right retrocrural region (coronal section), measuring 11.8 × 6.9 × 6.9 cm, extending superiorly into the lower chest extra pleural region along the right paravertebral location, abutting the inferior vena cava, esophagus and aorta into the lower chest (Sagittal and Axial section), suggestive of a lipoma/liposarcoma. Under CT guidance, biopsy from right sided posterior mediastinal mass lesion was done under local anaesthesia by using 18G biopsy needle. These cores show mature adipose tissue with fragment of bone and bone marrow elements. The marrow elements comprise of all three lineages including myeloid, erythroid and megakaryocytic lineage. No immature components or an increase in blasts seen as demonstrated by CD34 and CD117 [ Figure 1 ]. There were no features of malignancy/infiltration. Overall, a diagnosis of myelolipoma was given. The differentials considered include myelolipoma, teratoma and foci of extramedullary hematopoiesis (EMH). In view of a normal hematological profile, a possibility of EMH was less likely. These biopsies do not contain other germ cell line representation, thus teratoma was excluded.
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An unusual presentation of mediastinal myelolipoma: A Radiologico-Pathological correlation
Editor, A 53-year-old female presented with features of Gastro-esophageal reflux disease (GERD), referred from outside with history of hiatus hernia. The patient had normal blood counts (hemoglobin: 14.2 g/dL; WBC: 6.77 × 10 3 /uL; Platelets: 160 × 10 3 /uL) and normal coagulation profile. Contrast Enhanced Computed Tomography (CECT) was done and the findings revealed a large predominantly fat containing oval lesion with scattered calcific foci and a non-enhancing soft tissue component in right retrocrural region (coronal section), measuring 11.8 × 6.9 × 6.9 cm, extending superiorly into the lower chest extra pleural region along the right paravertebral location, abutting the inferior vena cava, esophagus and aorta into the lower chest (Sagittal and Axial section), suggestive of a lipoma/liposarcoma. Under CT guidance, biopsy from right sided posterior mediastinal mass lesion was done under local anaesthesia by using 18G biopsy needle. These cores show mature adipose tissue with fragment of bone and bone marrow elements. The marrow elements comprise of all three lineages including myeloid, erythroid and megakaryocytic lineage. No immature components or an increase in blasts seen as demonstrated by CD34 and CD117 [ Figure 1 ]. There were no features of malignancy/infiltration. Overall, a diagnosis of myelolipoma was given. The differentials considered include myelolipoma, teratoma and foci of extramedullary hematopoiesis (EMH). In view of a normal hematological profile, a possibility of EMH was less likely. These biopsies do not contain other germ cell line representation, thus teratoma was excluded.
Myelolipoma were first described in 1905 and named in 1929. They are unusual benign neoplasm composed of mature adipose tissue and hemopoietic elements. Myelolipoma are usually seen in the adrenal glands and the incidence in extra adrenal sites varies from 0.08%-0.2% at autopsy. Atypical sites of origin include the presacral region, retroperitoneum, liver, spleen, stomach, greater omentum, leptomeninges, and mediastinum, where myelolipoma is discovered accidentally. [1] They are typically non-functioning and asymptomatic. [2] Primary mediastinal myelolipoma are extremely rare (~3%), posterior mediastinum being more common amongst other mediastinal areas. [1, 3] The posterior mediastinal myelolipoma tumor and according to the literature large myelolipoma (>7 cm), like in the present case should be removed surgically. [2] The present case is a good example of the radiological and pathological correlation, which enabled us to give the correct diagnosis to the patient. In a tertiary care set up where malignancies are commonly diagnosed with posterior mediastinal tumors being predominantly malignant in nature, a rare benign tumor tends to get over diagnosed, hence the need for strict vigilance and awareness of these entities.
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are predominantly symptomatic (75% of cases) with the common symptoms being cough, chest pain and dyspnoea. [1] Large mediastinal myelolipoma may present with pressure symptoms which are usually vague including back and abdominal pain. [3] There are currently 4 hypotheses regarding the pathogenesis of the myelolipoma. Most theories indicated the development and differentiation of either ectopic adrenal or hematopoietic stem cell receiving triggering stimulus (obesity, hypertension, chronic inflammation, endocrine disorders), another theory was evolution of myelolipoma from metaplastic change of embryonic primitive mesenchymal cells or embolism of bone marrow cells through the blood stream. The third theory was that that majority of tumors were attached to vertebral bodies, haematopoietic tissue might project from vertebral microfractures to paravertebral space. Ectopic haematopoietic tissue may include stem cells that would be the origin of myelolipoma formation. The fourth hypotheses was based on the chromosomal translocation (3; 21) which related to development of acute myeloid leukemia and myelodysplastic syndrome. Thus, in such case myelolipoma might be a neoplastic phenomenon as a result of chromosomal mutation. [1] CT and magnetic resonance imaging (MRI) are useful diagnostic tools, and gives some clues towards the diagnosis of myelolipoma. Few authors have reported Fine needle aspiration under CT guidance, followed by confirmation by tissue histomorphology to confirm the diagnosis and can definitely rule out malignancy. [1, 2] However, FNAC is not advised in posterior mediastinal tumor due to the complication of haemorrhage, pneumothorax or injury to the spine. In the present case patient presented with features of GERD, CECT showed a large mass in the posterior mediastinum with a predominant adipocytic component with the differential diagnosis of lipoma/liposarcoma. The histopathology confirmed a diagnosis of myelolipoma and excluded liposarcoma. Thus a close correlation between the radiological findings and histopathological findings helped reach the right diagnosis. There is no standard modality of treatment for this 
A case of multifocal EBV associated gastric carcinoma with focal squamous differentiation
Editor, Uncommon histologic variants represent approximately 5% of gastric carcinomas and include squamous carcinoma (SCC) and gastric carcinoma with lymphoid stroma (GCLS). Here, we report a rare case of GCLS with focal squamous differentiation.
A 58-year-old man complained of several occurrences of hematemesis and melena for three days. Gastric endoscopy disclosed an ulcerative lesion with oozing bleeding in the posterior wall of the high body and an ulcer scar-like lesion in the angle along the side of less curvature. Endoscopic biopsy was performed and the lesions were diagnosed as poorly differentiated adenocarcinomas. Subsequently, he underwent total gastrectomy and adjacent lymphadenectomy. On gross examination, the resected stomach showed two separate lesions of a slightly depressed EGC IIb lesion (1.1 × 1.1 × 0.7 cm) in the angle along the less curvature side and a shallow ulcerative lesion EGC type IIc (3 × 2 × 0.3 cm) in the posterior wall of high body [ Figure 1a and b].
Histologically, the first tumor consisted of two components [ Figure 2a and b]. One component was GCLS accounting for 85% of the total neoplasm and extended up to the deep submucosa (SM3). The tumor cells had eosinophilic cytoplasm and enlarged nuclei with prominent nucleoli and vesicular chromatin with moderately or poorly differentiated tubular structures. Marked infiltration of lymphocytes was observed in the stromal background [ Figure 2a ]. The other component was SCC which occupied 15% of the total neoplasm and was mainly located in superficial portion of the tumor. Carcinoma with lymphoid stroma (lymphoepithelioma) was primarily described in the nasopharynx. Although similar histologic features have been described in many other organs, Epstein-Barr virus (EBV) is frequently found in the carcinomas arising in the stomach, lung, thymus, and salivary gland. GCLS, constituting approximately 1-4% of all gastric carcinomas, tends to occur in old age with a male predominance and arises in the cardia or middle portion of the stomach. [1] Gastric SCC is an extremely rare malignancy with an incidence of 0.04-0.07%. [2] The prognosis of gastric SCC is probably less favorable than that of adenocarcinoma due to its higher frequency of lymphovascular and serosal invasions.
Our case is unique due to the rare histological combination with aggressive prognostic behavior; multiple metastases in the dissected lymph nodes by the GCLS component despite early T stage and early recurrence of the cancer (12 months) causing patient death (25 months) after surgery.
